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Name: __________________________            How did you find us? _________________________ 

 

Medical History 
 

Please answer the following questions completely to allow a thorough examination that determines the best 

course of treatment for you. If you have any questions, please let us know.  
 

1. Are you currently receiving home nursing care? Yes No (circle)  

2. Have you already received outpatient physical therapy, occupational therapy, or speech therapy this  

current calendar year? Yes or No (circle) Which services, and for how long?____________________________  

3. Past surgeries/ Medical Conditions ___________________________________________________________ 

__________________________________________________________________________________________  

__________________________________________________________________________________________  

 

4. How many falls have you had in the past year? _____How many falls with injury in the past year?_________  

 

5. Do you use an assistive device (cane, walker, crutches etc)?______ What kind? _______________________  

 

6. Do you wear glasses with a current prescription?________ Hearing Aid(s)?___________________________  

 

7. Do you live with someone that is physically able to assist you with daily activities? Yes or No (circle) If  

yes, who is that person and what tasks do you require assistance for?___________________________________  

 

8. Do you have steps to enter your home/bedroom, and if so, how many?______________ Are there railings on 

the steps? Yes or No (circle) Single or bilateral railings? Please circle one.  

 

9. Please list all adaptive equipment that you are currently using (such as shower chair, bedside commode, grab 

bars in the shower, handheld shower mat, ramp, reacher, wheelchair, etc)______________________________ 

_________________________________________________________________________________________ 

 

10. Have you had X -Rays, CT Scans, MRI’s or any other special tests recently in relation to the condition you 

 are being seen for today? Yes or No (Circle)  

Results__________________________________________________________________________________ 

http://www.maxwelltherapy.com/


11. What is the main reason/problem and symptoms (swelling, pain, etc.) for which you are seeking physical 

therapy?_________________________________________________________________________  
 

12. When did your symptoms begin? _________________________________________________________  
 

13. What do you think may have caused or started your symptoms? _________________________________ 
 

14. Is your condition work or Auto related? Yes or No (circle)  
 

15. Location of pain _______________________________________________________________________  
 

16. Circle all types of pain that most accurately describe your condition.  
 

Catching   Throbbing   Shooting    Pinching    Burning    Stabbing   Pins and Needles    Numbing    Aching  
 

17. On an average, how intense is the pain each day?  
 

0  1  2  3  4  5  6  7  8  9  10  (circle)  
 

Little to no pain   Minimal   Moderate   Severe Extreme  
 

18. On an average, how frequent is your pain each day?  
 

0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%  (circle)  
 

Little to never  Occasionally   Half the time   Most of the time Constant  
 

19. Does discomfort interfere with your sleep at night? (If yes, please describe)__________________________ 

__________________________________________________________________________________________  
 

20. What activities increase your pain?__________________________________________________________   

_________________________________________________________________________________________  
 

21. What activities decrease your pain?__________________________________________________________ 

__________________________________________________________________________________________  
 

22. Is there anything, are you unable to do or is more difficult to do because of your current symptoms?  

_________________________________________________________________________________________ 
 

23. Please list 1-3 goals that you would like to achieve during your physical therapy course of treatment.  

__________________________ ____________________________ _________________________________  

 

Please indicate pain by Shading in the corresponding area on the diagram. Please dot any areas that you may be 

experiencing tingling.            

 


